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FOREWORD

-~

Planning for health cnd human zervices requiras a substa=tizl de 18z
In 1978, the Southern Regional Educztion Board und=rtook a prziect t. C i
tate regional planning and coordinacion for allied health educ=ztion p..::.xms
in the South with support from the Eederal Bureau of Health Prcfessio:. . I
activity of that project was to attempt to develop a better base of it~ =uz=ior
about the training and use of allied health practizioners in the Scutt Tr=

project soon found that while there is a scattering of data availatle :
do not have sufZicient reliability for making significant planning de:. ..z

The project staff discussed this problem with Dr. Engin Holmsz=rc 20
had just completed the report of the National Commission on Allied He Tdu-
cation for which she had been the study director. She confirmed that .- Epeds o
lem of incomplete and inconclusive data about the allied health fialcs
national as well as a regional concern.‘ _

She agreed to prepare this summary on the state-of-the-art regez 1ita
in the allied health fields. Dr. Holmstrom has described the extent -
deficit of data, éspecially about allied health:practitioners, ané = mafe

- suggestions for what kinds of data and studies are needed to imprcve o}
base that might be used by health planners and allied health educaz-: iz

~ners. There is also a short section on what allied health educatio=_ TomsrE
might do within their own states or localities to gather sufficient:z. :
make the decisions which must be made in the absence of bomprehen51ﬁr szl

data. o _ ) -

The project staff is grateful to Dr. Holmstrom for her work in: :ring
this manuscript.

This project is suppofted by Grant No. 5 D12 AH90131 from the —om
of Associated Health Professions of the Bureau of Health Profession. a are
grateful for their support.

Harold L. McPheeters, ProjecT Lwnager

Pat Malone, Project Director
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DEFINITION OF ALLIED HE.-T¢

'

For T um sa== of this stu:y,;all persomnel. —mo TToU L3 2 following
z—vyices -z wel == as. a111ed health except phys-:izms, s .izmarhs, dentists,
merinTooEmE, ¢ ;:metrists, podiatrists, pharmacists, cZin- . psycholbgists
gist:7r nurse s, znd licensed practical nurses:

¢ =errgemr services (e.g., emergency medical tectsis ..ins

~rgemer  iisaster specialists);

€ =zzapTior iand screening (e.g., medical and éents” sacrezzries,
“zZozl ¢ZZice assistants); :

¢ -—=ndinz znd other nursing-related services {(e.g., nurse aides
~d order: 'es, midwives);

€ _irial s-zluation and diagnosis: (e.g., nurse practiticaers,
paysicizs assistants, -dental hygienists, medizal social workers) ;

@ r~a2dizal =—zsting (e g., medical laboratory per=onnel, radiologic
2ckmplogists, ultrasound technical specialisrs, nuclear medicine
:rzormel cardlology equlpment personnel);.

\\ -
zcute czre therapy (e.g., operating room tectzZcians, obstetrical
technicians, surgeohs' assistants);

© continued assessment . and long~term therapy (e.:., occupational,
physical, and other therapists; personnel in —=ntal health, social
services, counseling, speech pathology, audicizgy);

© medical instrumentation (e.g., radiation and —z=zpiratory ther-
apists, dialysis technicians, cardiopulmonary t- chnicians, ophthalmic
dispensers, dental laboratory technicians);

2 comnunity health promotion and protection (e.g. :utritionists,
population and family planrning specialists, heai.. educators,
school health educators, medlcal 11brar1ans, hez_=h writers);

¢ spvironmentdl health promotlon and protection (e.z., environmen-
talists or sanltarlans sanitarian technicians am=d aides, environ-
‘mental englneering techn1c1ans and assistants);

N



® cc—trol and elz-nation of health hazards in am instit—=—»>r.:1 or

icdvstrial setitimg (e.g., health physicists, health ce-. Zzc-ilities
housexeepers, ::zuszrial hygienizts);
~

® hz. ith systems tznagement  (e.g., ~.ospital administrazor: h=alth
'~ < mners, medic=’ records personz:. l, medical computer =7 :cialists);

@ - .:2arch and d=v=loment (e.g., -..omedical engineers, bz ostatis—
= .lans, epider:-lo;:ists, toxicol.-gists, public health ._ientists,
—zz2archers).

“i..r definition is ba:z.._on a clagsification scheme that wzs developedr
b - ;;:ional Commisz=ior .- Allied Healtﬁ Education. Tﬂe Coz—ission iden-
t. e wo major servi-~e ::x:tioms for allied health personnel: institutional,
¢ e .zilent-care s=xvii=2s: and community and health promotion and protéction
: CTvizes These two maj- =zz=rvice functions were then broken into the above
~.stes .:rvice component. Tnitially nursing-related services were included
the _ommission's worki. - definition of allied health; however, the Commis-
€ n lxzzer recommended tI : all nufsing personnel be excluded from the category
allied health. For = = purposes of_fhis study, a number of nursing—relatéd
:rvices are iﬁcluded, - example, those peffdrmed by nurse practitioners,

marse anesthetists, nurse aides and orderlies. (For a detailed description of
the classification scheme and problems of definition, see National Commission

on Allied Health Education, The future of Allied Health.Education. San

Francisco: Jossey-Bass, 1980.)
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INTRODUCTION

The need for reliible statistical izformation
on health manpower is nowhere mo—= rgent than
in occupations in the allied heaizth fieid.l

/ )

This was the.conclusion of a government SLﬁdf conducted during the early
1970s when aliied‘health personnel comprised iess ttan half thelqation's totai
health wofk'fo:ce. Today they account for about twe—thirds, .yet ény assessment
of the supply and demand relationship for allied .ez1th manpo&ef r=mains just
as difficult as it was a deéade ago.

Only rough estimates are available on the rumber of gllied hezlth profes—
sionals éndweQén less ié known about their lagor markat participation and sepa-
ration rates, employment'settings, practice patterns and preferénces. Aléost
no information exists on the transfer of wofkers into éllied health occupations
ffom other fields or about the size of the:inactive po=l of allied health
workers. The data sources are soméﬁhaﬁ better for educational prégrams. In
recent yearé_limited funds have been ﬁade a&aiiable for the cplleétion of data
on education prograﬁs in colleges and universities and in hospitals, but very
little is known'aboﬁt programs in:other.séktings and about workers who entey
the labor markétithrough routes other than formal tfaining. _ o g

Mandated by.fhe Health Professions Educational Assistance Act of 1976 | .
.(P.L. 94 484) to provide Congress with detailed information on Ehé status of

health professionals, the Bureau of Health Professions (BHP) and its Division

'of'Associated-Health Professions (DAHP) have tried over the years to imp;g&e
- ) . . S

/
/
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and expand ~he :2Ta sources on allied health manpower. The one project that
élearly derzms——=:zeés the problems involved_in obtaining reliable manpower infor-
mation is the == called Ailied Health Employment Matrix which cost tne govern-
ﬁent nearlw 3&0:0,000. Ay;rded first to Information and Communication Appli-

cations (IZA) o Rockville. Maryland, the contract asked for development of

1973 national estimates for 48 allied health occupations. - From 1975 te 1977,

“ICA gather=d over 1,300 documents cpntainihg'employment data, developed.a set

!
/

of criteria to evaiuate the validity ané reliébility of Fhe information con-
tained in these docum;nts,'and found that only 51 of the over 1,300_s;udie$
were technically acceptable. Estimation procedurés could not be app}ied to.29
dof the 48 allied health occupations originally included in the study;‘in‘addi—
.tion, the estimates for the remaining 19 écéupétions were found by DAHP to be
"unreliablé due to the lack of_évailable sources for data."? |
In 1977, the Division of Manpower Analysis of the BHP awarded the Applied
" Management Sciences;(AMS) of Silver Spring, Maryland, a contract to expand the
data source used by ICA from 51 to 200 documénts and provide national estimates
fo£'1976. AMS was able to génerate national:estimates for only 15 allied
health occupations, and not neceséarily for all states.3 Table.l presents éhe
AMS—generatgg manpo;ér estimates for the 14 SREB states. - The inconsistencieé
in data?évailability clearly démonstraté th widespread the'perlem is.
The DAﬁP 1is£s the'following as problem areas &hich have impeded efforts

to develop a reliable information system in allied health:

® the iarge nmbers of persohs engagéd in allied health
fields--estimated to be in excess of 3 million,

® the large number of discrete occupations involved-—more

than 100 occupations and as many as 250 secondary or
alternate job titles,
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TABLE 1. 1976 FTE Manpower Estimates
M
e 3 -;
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Alabama 38.1 3,605.2 287.6 58.2
‘Arkansas _ . R
Florida 2,025.3 1,692,1 175.2 285.5 104.0
Georgia - 426.8  1,447.0 1,724.8 135.0 . 180.4  67.8
Kentucky 666.4 283.9° §2.6
Louisiana
Maryland 602.4
Mississippi 165.7 i
North Carolina 457.6 1,815.6 239}6 68.2
South Carolina 4587 1,042.5 39.4
Tennessee 3,262.9 77.5 251.5 115.3
Texas 377.5 1,336.8 - 5,933.9 2,287.9 686.4 1,295.5 460.3
Virginia 32,9 401.5 1,108.1 1,072.7 260.7 484,0 124,2
West Virginia 191.4° 598.5 115.0 42,6
Source: Robert T. Deane, Stephen Wilson, and Jane F. Rooney,
Health Manpower Data Search and Matrix, Silver
Spring, Md.: Applied Management Sciences, 1979,
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@ the large and varied number of employment settings in which
they work,

° the lack of 11cenSure in all except one or two fleldu, which
prohibits counting or tracking, :

® the limited financial and 1égislative sﬁpport for these
fields,

.® the rapid growth in numbers within allled health fields
- in recent years

® the rapidly changing nature of many of the occupations,

@ the local nature of the résponsibility for education and
training of these workers, |, _

! “ T .

® the high cost of data collectlon for such a dlver51ty of

occupations and-settings,
® the relatively small numbers nationally in some fields,

® the lesser proportions of allied health graduates who remain
in these fields and the high degree of occupational mobility,
and ° ' P : !
® the need to obtain data from hospitals and nursing homeg.
largely through National Center for Health Statistics and
the Cooperative Health Statlstlcs System, which have delayed
mounting any such surveys.4 :

\

In addition, the problem of definition has plagued the allied health

fields for years. Over the years, different féderal agencies, and sometimes

thg same agency, have\included differgnt4océupations'as allied‘health. For

instance, early government reports have included licensed pracéical nurses. as
allied health; the more recent ones do not. The Veterans Adminisiratiqn,»hoﬁ— V
ever, continues to include all nurseshas alligd health. The inconsistencies
in use generally‘reflect the funding priorities of different federal agencies

Lt

and’ confound identification of allied health. DAHP has funding responsibility

"'for both allied health and.public health, and counts all personnel with commu--

nity relatea services as public and not allied health. 1In the 1579 report to

|
y

4 Y
\

i

|

|
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Congress, DAHP excluded health administrators, environmental workers, nutri-

tionists, epidemiologists, health statiéticians,-and health educators from the

—— e

~

category of allied health.” In contrast, the National Commission on Allied

Health Educatioh, a two-year commission supported by a grant from the W. K.
. . E

%

Kellogg Foundation, defined allied health functions as having both patiént—'
care and communfty—care focus, and. as a result, projected a very different
!
image of all?ed'health personnel and services than did DAHP;Q
Becausé,ghere are no adequate national surveys of e&ployers or practi-
tioners, fede%al agenciés ihvolﬁea with estimating allied health manpoyer usu-
ally get theiF information" from professional associations. .In.medicine'and

nursing, most of the data-collection responsibilities lie with one or two pro-

fessional associations. In allied health there are over 60 organizations that

represent single allied health occupafions and another 50 to 60 that represent

}..tger constituencies. The National Commission on Ailied Health Education
»+veyed these organizations and found that just about half were involved

heavily in membership surveys and only about one in four undertook any man-

power studies.’

The quality of data provided by professional associations varies and pre-

sents many difficulties. Membership surveys undertaken by profe§§ional asso-

\

ciations provide information on members only and are not representative of the

- total field. For example, the American Dental Hygienist Association represents

O
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about two-thirds cf all active hygienists but only abouﬁ one-third of all li-

censed hygienists.8 .Further, most membgrship éurveys do not differentiate

-between active and inactive members. Certification registeries and licensure

records usually overstate the supply by including inactive members. At the
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same time, active practitioners who are not credentialed are omitted. The num~

'bef of physical therapisté listed in the DAHP report (30,000 for 1978) is

considered to be an overcount, due to duplication in registry "fecords.

a

There is a curious pﬁenomenon.in allied health that amuses some and aggra-~

-’

vates othets. Professional associations are asked by govermment agencies for

. | g .
their '"best estimates.' :In most cases, the best estimates are no more than

| ‘ .
optimistic 'guesses, but once these figures are published in a government re-

,

’povt, they turn respectable and are treated as 'factual." They form the ref-

! T \ N .
enénce point” for government agencies and professional associations alike to

\
i

make other estimates and projections. Thus, estimates basaﬁ on estimates con-

. 2
fuse allied health manpower numbers and impede effective ?lannlng and adminis-

~

tration of allied health programs. ' Finally, the 1nadequacy of manpower infor-

mation has negative- consequences for heath manpower pldnning in general Most
- AT

health manpower forecasting models do not take into account the varied patterns

of utilization of health professionals who are essential to meeting the health

needs of the nation. WNarrow-focused o;cupational projectiong\perpetuate a non-
: : . (R .

]

systemic approach tc the nation's health care delivery "system and'ignore the

significant and vital services pefformed by allied health professionals.
The next section presents a brief description of health manpower fore--

casting models as a basis for discussing in more detail the data elements

missing in allied health("The &ifficulties involved in making allied health

‘supply and requifements projections are documénted and thé;r consequences are

brlefly outllned Finally, a researcb agenda is offered treating in a more

~system1c way . the information needs of afi health manpower.

.\‘ . o L 6 ‘ Vn: “ A T



\ .
ALLIED HEALTH MANPOWER DATA NEEDS-

Basic to manponer planning is the need for information on supply and re-
quirements. Snpply‘may be defined as the total number of currently available
and active,morkers. Reduirements refer to the number of persons neeessary to
. provide a specified leveljoffservices. Requirements can be expressed as needs
{the4total number of personnel needed’ to provide a level of health service:

. judged adequate. or desirable by experts) and dgmand (the number of individuals
that employers w1ll hire given certa1n economic cond1t10ns and consumer pref-
erences).9 Requirements expressed as needs reflect social. ideals, while re-
quirements expressed as demand refleet economic reality.10 Needs can é“gon—
iverted to effective demand through increased. income, ekpanded health insurance
I

coverage, and other economic means.

g Sunply and reqnirements are two major components o6f manpower forecasting -

‘ i i i ;

Imodels which may vary in scope, methodology, and assumﬁtions. For the nursihg
.profession, there are currently four major forecastlng models, each supplying

-«

policymakers with a wide range of 1nformat10n essential to evaluating program

c

alternatives for nursing personnel - The Vector model is designed to assess the

g 1mpact which the introduction_of national health insurance nould have on.re-

quirements for registered nurses, the increai d enrollment in health mainte- -

nance- organlzations, and the reformulating o% nursing roles; The Vector model‘
» ,//// .

does not pr0v1de supply estimates but’ prOJects requirements only Another

model, developed by Community Systems Fonndatlon (Washington, D.C.), estimates

s L ”
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2

the demand for nurse Eanpower in four types of employment settings: acute care,
long-term care, ambulatory care, and community and public health care. This

. . ) \ X .
model provides supply projections, but these projections are made independent

1

Qf'demand estimates. A third hodel, designed by §Ugh—Robe;fS Associates
(Cambridge, Massachusetts), tékes acéount of Ehe intefactibn betﬁeeh nurse

| supply and demand, and employs a.modeling technique designed for_flexibility

in addressing a range of policy issues. .The WICHE mbdgi,'developed by Wgstern-ﬁ
inperstate Commission on Highér Educatioh, ié intended as a guide for s&éte"
ﬁiénners aﬁd relies heavily oﬁ state health éafe.goalszﬁo dete:mine the %e—»»
Quirements for nursing personﬁel.ll -

.sihilarly,.thére are two major forquéfing hodeLs}fbr projecting,Physician;
sup%iy and requirements--the Sépply Qutpﬁf and Reqdirements (SOAR)'modél;.def
veloped by the Division of.Héalfh Prbfeésisns“of the bépartﬁéﬁt-of Health and
“ Human Services (DéHS),land the model currently be;né developed by the Gréduate
Mediéal Educatipn'Natiohal Advisory Committée (GMENAC)——another DHHS—suppofted_

project.lz

The major difference in these two férecasting models is the method
employed in_measuriﬁgiréquirements. Simpiy put, SdAR is a.trend—pfojection
modell utilizing current physician—to—population ratios as the basis for future
projectiéns of-physicién réquiremegts; GMENAC‘isla goalfdrivéﬂ.or normative

model that relﬁes on expert judgment to determine medical need for physician -

~

: . . /

_services.

The SOAR_model makesAdemographiE projection; of the United States popu-
lafion;by agé, sex,.énd income groups to different target dates.  It tﬁenvder
.términéstutilizafién rates for 18 pypég of health se;vicglséttings; afteg'var—.

ious extrapolations, it projects the manpower level required in each of the 18

15



types of health car: settings for each'target date. The SOAR model is‘sensitive
to a number of factr—s affecting physician utiliz tion (for example, changes in
consumer prices for health oerv1ces), but the dependence on current utlllzation
rates is.a serious limitation of the model. The current national health scene
with its maldlstrlbutlon of services does.not necessarlly present an ideal

state from which to make future proJectlons.

In contrast, the GMENAC model relies heavily on medical opinion to deter--
mine what health service needslshould be. Thls model estlmates all dlseases
and condltlons that should be treated by phys1c1ans for varlous subgroupu of

' ithe U. S population.‘ The model then proJects the amount of physician services
) that should be provided in 1990 on .a disease- by—dlsease and cond1t10n~by—con;3;
" dition basis. The results are expressed in terms of phy51c1an uselon a spe-
cialt& bas1s, while the results of the SOAR model are expressed in terms of

demand by health care setting.- The GMENAC model also d1ffers from ‘the SOAR /
model in that it is expected to we1gh the effect on physic1an requirements of‘l
’those services rendered by nonphysician health care prov1ders, such as.phys1—f
cian ass1stants and nhurse practltloners. Both models prov1de est1mates for
current and future supply of phyqlclans by spec1alty and geographic d1str1bu-

tlon. In addltlon to these federallj supported SOAR and GMENAC models, thege

-are others ‘developed at the state level with var1aL10ns in basic progectlon

| .
methodologles utlllzed 13 _ Yo

3

e
\.'\

Despite slight variations, most forecastlng models share certain“formal
. . AN

procedures. They all make assumptions regarding socioeconomic .and politycal

N ’

_ factors 'shaping the health care system of the natlon as well as those chtors
affectlng the productlon and .utilization- of the manpower under study. éistorFA

o
I




" in order to predict how th:v-

 sophisticated methodologies very difficult..

ical trend data are usecd t:: study how these factors have operated in the past

will function in the future. Economic and medical

knowledge, backed by numer:us research findings, help select variables as mea-

sures of, or proxies for, conditions that will prevail during the target period.,

‘The validity of/nanp0wer projections generally "reflect the realism of the

essumption about the future and the quality of the data that describe the past

and present."14 The data problems in allied health make the application of

DAHP is currently supporting a

feasibility project evaluating components of the SOAR model for their validity

~and appropriateness for occupational therapy and phyS1cal ‘therapy. These two
A .

occupations were selected because they have re&atively reliable manpower 1nfor—

mation, due, in turn, to their strong profess1onal associations and the ex1s—

tence of credentialing requirements. Nonetheless; the project is experiencing

-

serious problems obtaining all the 1nformation required for the SOAR model.15

i

This project will serve to highlight the extent’of the data problem even in
occupations which enjoy a reputation for providing reliable and usable data.
The following section discusses some of the data elements needed to make allied

. health'supply and requirementsﬁprojections.

DATA NEEDS FOR PROJECTING ALLIED HEALTH SUPPLY N - i ;
first,'

Two basic questions are asked to determine supnly projections:?

How many people are cat’there at a particular poinz :in time? Second, How many

people will be out th=re at some future time? The =ssential data needs in

making snpply?projections:include (a) baseline datz on the supply of health

. . ‘ P .
personnel defined as the employed and the unemployed seeking work (current

: 1



supply); (b)'uata on entrants as a result of the addition of new graduates, oc-
cupational and geographic mobility, and‘reentry into the_labor force of inac-
tive professionals (entrants_or_inflow), and (c) data on occupational losses
reflecting deaths, retirements, and occupational-and geographic transfers
(losses or outflow).16 Thus, supply in the guture period equals current supply
plus entrants durlng the progectlon perlod minus occupational losses.

Supply progectlons are relat1vely easier to estimaté in occupations where
the labor market entry routes are tightly.controlled through various hredenn
tialing mechanisms. For instance, hny addition to physician Lupply is deter;

mined by 1ncreases in the number of graduates from accred1ted schools of medi-~

cine and osteopathy ‘in the Unlted States and of those graduating from foreign

'schools——whether they are foreign phys1c1ans immigrating or U.S. c1tizens re-

1

o

'turnlng. - In contrast, entry routes into many allled health occupatlons are not -
controlled” and the number enter1ng the labor force without going through formal

training programs remalns unresearched and unknown

+

The key element in ~estimating future supply is the number of practltioners

currently active. In 1978, just over 3. 5 milllon allled health personnel were

3

employed full time; Such total. flgures are meanlngless, however, practltloner

v

surveys and detalled employer surveys are needed to-determine the number of ac~

tlve manpower in each allied health*category before future supply prgjections-

s\

can be made. Since very little information .is available on labor force charac-

teristics of most allied health personnel, active or inactive, assumptions can-

not be developed as proxies for missing data elements.

O
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fFurthérﬁ_the“relationship between incentives and labo

The size of the inactive ﬁooi~is particularly essential to determining

Y

allied heqlth-supply; First, allied health occupations, éspecially those re-~

quiring one of two years pf training, have high supply elasticity: that is,

- manpower- responds quickly té\marketpléce incéntives.l7 A substantial increase

in salaries offered to occupational therapy assistants, for instance, may pro-
duce an almost immediate -inflow of occupational therapy assistants already

trained but inactive, as wellfas attracting workers from other health, and evca

nonhealth, occupations. Second, most allied health workers tend to be women.

'

Their separation rates from the labor force ﬁsually follow a bimodal distri—.\
bution: it is generally high dﬁring the-chiidbearing”years,_1ow af terwards,
. 2 - .

and high'toward.the end of work life. A considerable proportion of entrants
into allied health occupations may be returningimchers.q In a study using

u

‘1965-1970 Census‘data, Wash foqﬁd that new entrants (those working in 1970 who -

were not ‘employed in 1965) to such health occupations as dietetics and nursing
. o /- : . .

. v . - o ;o . L : )
tended to be 35 to 54 years of age, indicating that they were returning to work
after the childcaring years.18 ° N
In recent years, more women are participating and persisting in the labor

force;‘ Uq1ess current and ébmplete information for all allied héalth~oécupa4_

tions are provided on the size,.characteristics, and work preferences of active

as well“as inactiQe workefs,”éupply.eétimaﬁés are bound  to remain inaccurate.

market parﬁicipation
rates has to be studied in order to provide policymakers with information as-
sential to évaluating pfogram alternatives. It is génerally assumed that the

retraining of inactive manpower is cheaper than the training of new manpowar.

 but. ih occupations that require bnly short-term training,'this‘mey not,be ths

14
case..

| _‘- - “12 -”;~ T
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While =stimating current supply remains problemati~, estimating potential

pply of formally trained personnel has been made so- - -asier by a number
o DAHP-funded surveys of programs in colleges and un: :3, and in hos-
pitals.19 Such settings now house a majority of poste 'y programs cur-
rently available in aliied health. However, there is ve. little information

on other postsecondary programs, such as private career schools. Although only

a few allied health occupations have a majority of their programs in such set-

tings, these programs together with the programs in the armed'services’provide
about two—fifths of the allied.health graduate supply each year,20 Clearlv,

the short-term postsecondary career programs contribute 510n1f1cantly to the
1nflow of formallv trained workers, yet there are no national or regional stud*
LES :egarding.thé eifectiveness of these programs, the exact number of their
graduates;_and the quality of the manpower they ﬁrmﬂuce.‘ Similarly, other thanf

rough,estimates, little is known about the transitfon into the civilian labor

< o~

market of over 3C,000 men and women trained 1n .allied health programs in the

armed services. Tinally, although much of the training at the aide and assis-
tant level still :cakes place on the job, no estimates of on-the-job ‘trained
allied health marDower are Eurrently available.

The manpowe*'tra:king problems in allied health are further excerbated by

the laCk of credemtialing in many allied health occupations and by the high

. supply elast-c1ty of -he allied health work force, resulting in high turnpver:

L

-.rates. \Wash found that health‘oecupations'in general tended to have somewhat

1ower turnover rates than the national average for all~occupations/21 This is ’

¥

to be expetted 51nce occupational attachment varies directly w1th,the amount’

‘of investment in training and"education. Thus, those occupations with shorter

D
(g
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ical 1aboratory personnel (sce Figure l)

or. less specialized training tend to be less stable than other health occupa-

tions. Among allied health occnpations included in the Wash study, the radio-

logic te:hnologist-technician group, which requires highly specialized training,
tended t> be the most stable: “one-half of the radiologic technologists/techni-

cians employed in 1970 had been working in the same occupation in 1965. 1In

~

contrast. the rate of turnover was highest among allied health occupations re-

quiring the least specialized training,” such as nurse aides and orderlies,

- other health aides, other "techmologists/technicians," and also, surprisingly,

for the group identified as' "therapists." In each of ‘these groups, over- three
in five workers employed in 1970 were either unempioyed in 1965 (that- is, new

entrants) or were employed in another:occupation (that is, transfers). In most
. . 3 N . R )

‘health occupations,,however, between one—fifth to one—fourth of transfers came

.

from other health occupations and most of the transfers indicated upward mobil- -

ity. TFor. 1nstance, nurse aides~and orderlies and other health aides consti-

tuted a maJority of those who transferred into clinical techmician and other

health technician positions. eparation rates for aides and for dental assis-
" +

tants were exceptionally high. Dental assistants were a particularly volatile.

5

group with a high rate cof "other labor force ‘separations" —a category ‘that con-.

tained any sepa1ation other than deaths and transfers, such as those due to’
retirement or family respons1b111t1esq The proportion of new, entrants was
\

-fhighest for dental assistants (39.3 percent), followed by therapists and clin—'

)
_ These figures show how difficult yet vital it is to track allied health

personnel. The characteristics of the labor force can change dramatically

within a short span of five years. For instance, surveys of dental assistants

| - 14 o
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FIGURE 1 THE 1965 STATUS OF PERSONS ENTERING
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taken atvfive.year intervals can be expected'to find only two dental assistants
out of every five_in the labor force covered in both surveys. The remaining
three would be newcomers: two would be working for the first time in five
years, one would be transferring from another occupation. In contrast,.the
turnover rate among physician manpower is very low: three out of four”physi—_
cians counted in the first survey would be included in the second survey.

The fluidity of allied health manpower reflects its youth and the rapid s
growth in most occupations, but it also reflects the tact that some are dead-
end jobs, particularly at aide:and assistant levels, and induce a high turnover

rate among the dissatisfied labor force. Unless the pattern of allied health

manpower flux is better researched and documented, accurate supply proJections

‘are very difficult to make. ‘ 3

jDATA NEEDS FOR PROJECTING ALLIED HEALTH REQUIREMFNTS

i

ProJectlons for manpower requirements remain more complex a“d controver—

sial than(progectlons for supply. The demand for health manpower is determined:

L

L El ) .
by many factors, including the size, the growth rates, and other characteris-

tics of the general-population;'income levels and insurance coverage policies‘

changes in the productiv1ty of workers, health technology, and health service

v

‘delivery 22 Although these variables have been stud1ed in detail for the total

health system and. for spec1f1c occupftions, such as medic1ne and nurs1ng, the1r

v1mpact on allied health requirements remains obscure and indeterminate. Fur-

ther, allied health requirements depend on the~supply of other health profes-

- sionals. For instance, anioverSupply of physicians may réduce demand for some-

o

allied health professions, such!aspphysician assistants. On the other hand,

~

h 16 25
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the use of such personnel tends to increase physician productivity, possibly
counteracting any'reduction in demand deriving'from physician oversupply.23
Similarly, job shortages may have a more adverse effect on less well—estab—
lished occupations than on others. In 1nvest1gat1ng the effects’ ot cost—con— |
tainment efforts in New York hospitals the National Commission on All}eq

Health Education found that nurses assuucd some of the ‘roles and functions of
- | - o . ' .
allied health personnel who had been laid off;24. How prevalent this practice

- is cannot.yet be ascertained. However, the impact of cost-containment efforts -

does not always seem negative: While it may adversely affect lower-level per-
i ’ :

]sonnél, narrow-skilled technicians, and those not directly involved*with pa-
tient care, it tends to increase the demand for administrators, office person-

nel, and medical records personnel. Thase complex interrelationships are not

1 ’.,

ea51ly studied but must be thoroughly understood for planning and policy pur— T

poses.

M . . ) ¢

The multiplicity of employment settings also make projections for require-

ments difficult. Employer surveys are needed to determine exactly where allied

i .
health'personnel work. The National Commission on Allied Health Education

asked the professional associations to estimate the distribution of their mem-

. 5

bers by employment setting (see Figure 2) This 1979 survey showed that some

allied health profess10ndls work predominantly in one setting, for example

-i respiratory therapy personnel pharmacy technicians, radiologic-technology per- .
sonnel, and corrective therapists work predominantly'in hospitals; clinical
chemists and histotechnologists in laboratories; dental éssistants and dental
hygienists_in private or group practice offices. Others are employed in a

i

" variety of settings.

.18 -
: 2 o
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‘ FIGURE 3  DISTRIBUTION OF HOSPITAL EMPLOYEES IN 1976 5
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In 1976, ohly about ene million‘of over three hillioh allied health per-
sonnel ;ere‘employed in hospitals.26 Yet at the natiopnal level, empldyer infor-
mation is most often obtained only for the hospital setting; even here, incon-
sistent or‘vague use/of terminology makesuidéntification of allied health ser—

vices difficult. .Based on available data, nursing related services (mostly

‘nurse aides and orderlies) comprise two-fifths of all ‘a1lied health personnel

-
-

cent), clinical laboratory services: (ll percent), and pental health and radio-
logic services (each 5 percent), Other allied health personnel employed in
hOSpltals constitute a small proportion of the total employed (see Figure 3).
Again based.oh best available data,'and covering a period frbmrearly to
) _mid—l970s, one can estimate that allieé/‘hEalth personnel comprise over two-
thirds of the staff in health maintenande otganiZationsl(Hﬁ0s5,,6ver three-
fourths of nonphysician employees in.physiCians' offices, over‘two—thlrds of
employees in hental health facilities, over three-fifths of the staff ih nurs-
.ing and rest homes, nearly eeven in ‘ten émployed.in‘health'servleea ln the
Federal Prison System, and abodt one—fif;h of the'workefs in college‘infirma—

ries. 27 There are also other settings that are beglnnlng to employ increasing

s Y
‘ :

numbere of allied health personnel, For instance, be(:ause of the rapidly
rising costs of employer health benefits, industry is getting more involved
in providiﬁg health services to ité_emploYEes through_on~site health programs

or primary care clinics. Such services jnclude Pre-employment examinations,

,

health surveillance through multiphasic testing, health education, diagnosis

and treatment of occupational and nonoccuPational -injyries and illnesses,

<

and counseling. In addition, specialized programs fOr'hypertensien,

\
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alcoholism and drug abuse, weight control, smoking cessation, and;immunization
are muShro_bming-‘28 These developmenés in indugtr&—provided health care ser-
vices are bound to cgeaté increasingbdemand for éllied health practitioners,
particulg}ly th?se with broad skills and competencies. Any projqctioﬂs for
manpower requirements must takelcognizance'of the increasing diversity of work “
settingé réquiring allied health personnel; this’isAoqe<reason‘wﬂy the conclu-
sions reached by tﬁe National Commission on Allied Hgalth-Education éﬁd by BHP
regarding allied health manpower requireﬁénts were so different.

In their projectiops for the coming decade, the Nat :nal Commission on
Allied Health Education projected generally fd@éréble employmént conditions.29
These projéctions'were based on a qualitative_;pproach that gonsidered care-

fully all the poséible changes in$héa1th caré services and settings thag coﬁld
affect the.ﬁtilization of éllied health manpower. Considering ‘the major changes
thatléfe taking pl;ce in”theznational Health care délivery system, and gi?en

the raeidly acceleratinrg nature of technological change in med%pal service and
medicai knowledge, thé Commissioﬁ conciuded that the demand fo4 allied health
services would continue to increaée, but at a slower rate. Given the trend
tbﬁard cost-effgctiveneés, the Commission suggested that the demand for office

workers, medical records personnel, and administrators will continue to be

high., 1In contrast, utilizing a predominantly quantitative approach, the DAHP-

. 1

" BHP report to Congress stated that the large shortages in-.allied health per;

sonnel that were apparent in the last decade have been alleviated or eliminated

30 panp listed medical ‘records among those occupations

for some .occupations.
in which~shortages no longer exist. The projections of the Bureau of Labor

Statistics for allied health requirements.were also ‘more optimistic than those

' ' . R : 21
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of DAHP.31 These contradictory or varying conclﬁsiohs most probably reflect
the differences in approach Eo handling incomplete and unreliable data, As ad-
voqatedlby Mase for years, a combination SE "guesstimates' and expert opinlon
may still yield better re3ulés than a purely,quéntitative apprbach.32

3

The Bureau of Labor Statistics utilizes an .economic ‘model to make occupa-

tional projectioné."This mddel; although sensitive to generél ghangés in the
nation's econom;i dqes not ﬁully'accodnt for the rapidly changing conditicﬁs
in the health care system that affect the production and utilization of éllied
health personnel. For instancé; any significant change.in iﬁe health.care de-
livery pétterns may impact mor; directly on gllied héalth.personnel.than on
bther proféssiqnals,rbut'the effects of‘these changés would not be the same
fof all allied health personnel. Those w?th narrow skills may be expected to
lbe more susceptible to such changeé_than those wikh broader.gkilis. Further,
such chénges would have multiple.effects, modifying req@iremehts'for ail health
~personnel. Swift and others have shown that if member enrollments in HMoOs
‘wefe to increase Frpm their 197O rate of 2 percgﬁt to 28lpercent of the- total
population by_l990, then most government projections for health manpower would
have to be revised considerably. Whereas thefe would be fewer physicians and
nurses.required, the demand for various categories of allied health profes-

sionals (such as physician %ssistants, medical records personnel, clinical

c
1ab6ratory technicians) would increase substantially.33

In conclusion, the accuracy with which allied heglth manpower require-
ments can be projected relies to a lafge'deg:pe not only on the avéifability

of data elements essential to all occupational projections but also on the

analyses of variable employer demand setting-by-setting and service-by-service.

22
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Further, role delineation and. task analysis studies are needed to clarify both
the distinct and the overlapping roles and functions of all health nersonnel
‘Only when the resylts df such studies are available can the categories of
health professionals needed to provide specific services be Projected realis-
tically. .

{, In summary, the cnrrent‘foreeasting mbdels tend to concentrate on single
occupations, usually ignoring other health professionals who can‘be;‘and indeed
may be, providing the came services. The deficiencies and shortcomingsAof al-
lied health manpower inforfiation have discouraged any attempt to treat health
care delivery as a "system,'" and seem td have encouraged the tendency to focus
exclus1vely on patient care or sick care, and .on the role of physician and
nurse to the exclusion of other modes—of health services (SUCh as health main-
tenance and pTemotion)/and other health providers-gsuch as allied health per-
sonnel); If health care dellvery is to become an efficient and” productive sys-
tem, then all comporents and their interrelationshlps must he expléred and uti-

lized. The allied health professions comprise a vital segment of the total

health care’"system,“ and must achieve integration within all aspects of the |

’

potential.

; The 1980s will place increasing pressures on policymakers to meet national
pr10r1ties under the limitaticns of dwindling resources and publlc demand for
cost—accountabllity. \nffettive dec1S1ons will be next to impossible unless
the contributions of allied health manpower are clearly recognized and taken .

into account. Many of the nation's health priorities——such as bringing ser-

vices to the medically underserved areas meeting the health needs of the\dis—

- A
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“abled and the elderly, and controlling the rising cost of health care--cannot
be met withont increased participation of allied health persennel; Yet the
Administration has asked for. zero funding for allied health education during

the last three'yearss) The case for allied health ic yet to be made.

RESEARCH AGENDA FOR HEALTH MANPOWER

Evaluating different methodologies of manpower supply and fenuirements
projections, Kriesbetg‘ani others concluded that "Unplanned and unfoeused stud-
ies of health manpower requirements and supply yield a meaningless collection
of statisties.”34v.Coerdinatidn of health services as well as health’research
are essential to effective plann1ng and policymaking Congress gave sp%cific'

'-legislatlve authority under the Health Services Research Health Statistics
_and Mediral Libraries Act of 1974 (Public Law 93-353) to establish a Cooperative
| Health Statistlcs System. Further in 1974, the National Health Planning and
Resources Development Act authorized the establishment and operation of health -
planning agenciespat the local.level (health systems agencies) and at the state
level (state health planning an&.development'agencies} in order to plan and ad%
minister health services more effectively.
The Cooperative Health.Statistics System is supposed to provide.cufrent
natinnal,'state? and‘ldcal data that have uniform definitions in the areas of
health status; resources of health'mannnwer, Facilities, and services; utili-

zation of health services and facilities;-expenditures and sources of funds

for health services and for the development of health resources, -and environ-

24




mentél, social, and other hea'lthv_hazards.;5 Although the emphasis was initially

on physician and nursjing manpower and services, the system had the potential

for initiﬁE;;;?apd standardizing the collection of information pertiment to al-
lied health. With'mosﬁ of the federal support now removéd, the prospects are
once agéinvdim fofréhe establishment of a fﬁily integrated and‘cooperativé Sys~.-
tém of health statistics.’

. With increasingly limited resources, it becomes essential to have guide-
lines'for research and data collection, aAd'to have such acEivities well coor-
dinated. . It is important“to knéw the cost-effectiveness of the information
requested for policy purposes. For too 1png,~funding agencies have supportéd.
deve;opﬁenthand imprbvement~of forécasting methodologies for giﬁgleaoccupa;ions;
without examining how useful such information is for overail policy purﬁqseé.

The narrow fesearch perspective used in the past is not going t; serve ?he
needs of the ndtion in the 1980s when pressure forfcoordinagiﬁn, befter utili-.

‘zation of fesourcés, and’ cost-effectiveness of serviceé'will continue to grow.
Choices w£11 need to be hade.regafding which types of information caﬁ best an-
'swe; which types‘pf questions. Funding'fof research and data collection will
have to reflect not the political strength and~visib@1ity of one group or an-
other; but the'overéli ptility of the information for making decisions for the
tdtal health care‘dglivery system.

| A health manpower reseérch matrix is offered in Table 2 as a guideline

for health planners, researchers, and funding agencies. The matrix approaches|

health manpower information needs in a systemic way; It presents the various

v A ]

types of information that can be made available, ranging .from simple census-
) : . 2 > i

type (enumerative) data to more complex information.
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~ Column headings»in Table 2 refer to areas of information needed for health

planning and policymaking, while row headings refer to levels of information.

Both areas of information and levels of information increase in complexity as

one reads from left to right and tdp to bottom. The cells present examples of

. research questions; the outcomes (column and row marginals) show types of ques-

-~

tions that would’Be ansﬁered if inforéation'in each.cell were ;vailable.

Four areas of information neéds are.specified in the column headings:
(1) supply and requi;éments, (2) distribution, (3) utilization, and (4) préduc-
tivi;y.36 Supplyjand req#irements have génerally'déalt with two simple ques~
tions: Is there‘chrrently enough manpower overall?  Will there be enough man-
power in the futurg? Natioﬁal interestvhas only recently éhifted to the ques-
tion of distribution: Is thé manpower in thé right ﬁlace? Related to the
problem of Sﬁpply and requirements are also éuesbions of utilization {Are pro-
viders mékiﬁg'tﬁe'best use of availablé>manpower?) and broducgivity (Are théré
ways in which existing ﬁanpowefican provide more or better services2).' Both
productiv}ty and utilization, but also the iséue of distfibhﬁion, hinge to a
large degfee on the proper "mix" of appropri&te perscnnel and the optimal coor-
dination of efforts. The supply and requirements question cannot bg se;;led

1

without examining the contributions, overlaps, and interdependency of health

"~ manpower roles and functions.

The row headings in Table 2 refer to levels of information.3’ The most.

readily available and widely used is enumerative information; that provides

simple head counts OE.personnel, programs, employment settings, etc.

--For instance, enumerative information needs under supply’and require-

. ments would include: How many educational “programs? - How many graduates?

(S

-




iniormation Levels

éupply and Requirements
How ﬁnny in the education
ripeline?
How mﬁny employed?

Number of salaries positions
open? .

Enumerative

How many will be required?

e
\

.Characteristics of students?
8raduates? active and
inactive workers?

Entry races?
rates?

Separation

Characteristics of work set-
tings and requirements?

Descriptive

How are career choices
made ?

“ How can supply pool be
controlled?

What incentives would pro-
duce increases in supply
most cost-effectively?

Analycic

Q
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E

Distribution

-

Geographic distribution of
educational programs? of
manpower? of demand?

Rela :1onah1p-s between pro-
grams and work settings?

Which graduates from vhich
programs work where?

. Charac:etia:ica of those
working in medically under-
served areas?

Relationghip between licen-
sure and distribution?

How can manpower be dis-
tributed more evenly?

What incentives are most
coat-effective? "

vetraining? recruiting
from other occupations?

Information Needs

Utilizaeion

Ay

. Numbers and types of person-

nel employed 1 different
settings?

. Practitioner distribution
by work settingg?

"staffing patterng?

Characteristics of manpower
in different seteings?
salaries?

what mix of health manpower
utilized in each getting?

Effects of credentialing?
overlap in roles and
functions?

Which manpower can be used
more effectively gnd at less
cost to give the game
service?

-~ How to relate employer need’

to education?

. services rendered?

TABLE 2. HEALTH MANPOWER RESEARCH MATRIX

. . Out;aisi‘ .
.. (Policy Questions)

’ Productivity S ,

Manpower ratios in differant
reglons, states, work set-
tings? productivity hours?

Hov maoy?. vhat ‘type?. vork
vhera? C R

“Boundaries of the health
_system? .its components?

What output 18 related to
which mix of manpower 1g what
setting? N ’

o mtuc:"tetini-icl' of compocenty
of tha health manpove

Majoxr factors c elating
with supply, distribution):
utilization, and produc-
B 2 S

which 18 more cost-effective?

What factors affect Produc-~ .
tivicy?

What incentives or changea
required in the Present
system to increase produc-
tiviey?

How to integrate and coor-
dinate health services gnd
manpower?




How many workers are currently emplﬁyed? Unemployed? How many will be
requ1red7
—-Under distribution: How many work where? How are educational programs
'2distributed geographically? |
——ﬁnder utilization: How many and what'types are employed in what settings?
-—;Under productivity: How many.work hours? _Volnme-of'services provided
per setting? Per practitioner?
Enumerative information basically involves head counts and can best he ob-
, tained through nationwide studies, such as employer surveys, practitioner sur-
veys, professional association membershlp surveys inventories of educational
programs etc. Enumerative 1nformation if complete, is essential in deter—"

mining the boundaries of the health care delivery system and identifying its

components that is, how many of what type where.

The second level .can be referred to as descriptive 1nformation which ie
more detailed than enumerative information~and -adds to our understanding of.
the characteristics and components of the health care delivery system and health
.manpower. Descrlptive information does not e;plain how and why the system

works, but preeents some zero -order correlations bctween factors that could

give planners and policymakers'more confidence in projecting the outcomes of

their.programs: .

--For instance, under supply and requirements, deSCriptive information
would provide answers to such,qnestions as: _How do labor force entry
or,separation rates differ by sex and age for each group? What demo—
graphic-factors correlate with career choice?

- =—Under distribution: Which graduates from which Programs work where?

— -



What Program or student characteristics are related to working in-

medically undgrserved areas?

~-fUnder utilization: What éré the demographic characteristics of
persornel employed in different settings? Which mix of healéh
ménpower‘is utilized in_what settings?

--Under preductivity: What output is related to whi¢h mix of manpower ?

oS o

Are there differences in service outcomes? In cost-effectiveness? :

What factors are related to increased or decreased productivity?
v . /
. . . . . ’ / . s
Descriptive information requires more complex study design’ than doe

enumerative information. It involves follow-up surveys of graduates, special

" in-depth studies of practitioners, employment settinfs, programs, etc. Such

studies are costly and require careful sampling techniques to ensure repre-
sentativeness. Descriptive studies ‘need not be nafional in scope; such studies

undertaken at the state or regional levels can produce nationally useful re-

sults-if they utilize standard definitions, classifications, and nomenclature,

.and carefully réport theif.methodological procedures.
e POT -

el

Finally, the most complex level;is analytic information which ideally

leads to the examination and definition of the functional relationships among

1
/

- attributes of the system. Areas thht can be-addressed with analytic informa-

ERIC
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tion include the following:

‘

~-Under supply and requirements: How are career choices made? How can

supply be controlled? What incentives would produce increases, or

decreases, in supply most costfeffectively?

2

—-=Under distribution: What incentives would improve distribution of man—

- power?. Is it better to retrain? Attract transfers from other occupa-g*-
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tions? Establish new programs?
--Under utilization: What!are';he effects of credentialing in utilization
of manpower? What are the overlaps in roles and functions? How can

best mix of health ménpower be obtainéd?

—-Under. productivity: What incentive;'gr changes are required in the

pfesent-systém to increase productivity?

Analytic information provides planneré and policymakers with informa;ion
essential to evaluate program alterﬂativés and aésess consequence; of actions.
't allows planners and polic&makers to téke "manipulative" trather than simply
to take "aaaptive" responses.38 Adaptive fespbnses are generglly based on sim-

ple enumerative information and tend to be shortsightéd.;.For example, estab-

lishing a new educational program in a shortage area without paying any atten- p

. / . 4 . .
tion to surpluses in other areas or to changing conditions in health care de-

livery which may soon make the educational'program obsolete.. Manipulative

‘

responses require a better understanding of the system and how a change in one

component may affect another. For example, studies of the relationship between

increased responsibility and productivity may lead planners and policymakers to
redefine job specifications and: to help enact legislation concerning creden-

tialing; Such action would lead to bettet use of existing health manpower

*

rather than introducing new or more manpower. .. However, analytic level studies

\

rarely exist and policymakers usﬁally-make do with enumerativé infbrmgtiop and,
sometimes, with limited émounfs of descriptive information. Sophisfiéated re-
searcﬁ méthodolpgies (such_aé experimeﬁtgl design, multivariate analysis) are .

often requireh té'obtain analytic informatiqn. Furthér, analy;ic.studies can-

not be designed without'adequate enumerative and. descriptive data. Thus, each

30



O

ERIC

Aruitoxt provided by Eic:

‘allied health manpowver. Th1s would.involve coordlnatlon of a"t1v1t1es in order

information level helps' accumulate knowledge essential for the next level.de—.
picted in the health manpower'research matrix.

NA few observations might be made here concerning this matrix. First, in®
the best of all possible worlds, all information would be available for all

health manpower. Since this prospect is not even on the horizon, some division

‘of labor and resources might be suggested;

A

\ The usefulness of enumerative information lies precisely in its scope and
comprehensiveness. The federal government is the most appropriate agency for

sponsoring or undertaklng such nat10nal survey stud1es Although a full and.

total head count of allied health manpower probably def1e; even s1mple enumer- .

\

ation, what can be suggested is that the federal-government assist those occu-
pations that do not have national professional associations in developing and

strengthening their research and‘informational*capabilities; Second,*the

federal government should lead the way to establlshlng a.minimum data set for

.

to identify a central core of data elements useful to mostvagencies and groups
workiné with and collectinglallied.health'lnformation, and to establish stan-
dard definitions, classlfications, and measurements.

waard the latter goal, the Bureau of Health Professions‘snpported a work-

shop in September 1979. ‘Representatives from'federal agencies and professional

-assoc1at10ns came together to excnange 1nformat10n dlscuss problems, and to

develop strategies for cooperation. The part1c1pants of the first workshop

formed an alliance, called the Allied Health Hanpower Forum. The Forum has

' met twice since then and,has moved swiftly but deliberately toward the develop-

ment of a'cooperative, systematic, and inclusive way to collect and analyze

\
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~allied health manpower data.3? A task force is already at work developing min-

imum data sets for allied ha%lth manpower.

- One of the most beneficial aspects of the Forum has been the establishment
?

of a network of resource people and organizations. The Forum provides an oppor-

tunity for agencies and organizations:to compare their data needs and ccllection

activities for the first time. Currently, the Forum is comprised of profes-

+ .

sional associations representing 11'allied’health areas--audiology and speech

1

thefapy; dental assisting, dental hygiéhe, dietetics, mediéal laboratory tech-
ﬁology,'medical records, occupational “therapy, physical therapy, radiologic

technology, respiratory therapy, and microbiology. - Represented ih;the Forum . .

‘» R

are the Bureau of Health Professions, Bureau of Labor Statistics;,National Cen-

IS

ter for Health Statistics, and the Veterans Administration. Also represented

are the Ahericaanospital Assoc;ation, American Medical Association, and the

y

American Society ‘for Allied Health Prbfessions. ‘There is currently no organi-

zation‘representing data needs of state planners. Regional organizations, such
“ - . .

. - . ‘ .

as the Southern Regional’Education Board, can play a vital role in participating

“in the Forum in order to reflect state data needs, and at the same time, improve

3

the usefulness of state—Léyel information by implementing standard procedures.

Unlike the enumerative data case where standardized national studies seem

-

essential, useful studies at the descriptive and analytic:levels can be carried

.out at state or local levels. A gbbd example of such a descriptive study is

that undertaken by the Texas Coordinating Board of Higher Edhcation in 1'97_8.[‘0

" The Board was asked to approve a baccalaureate program in nﬁclear medicine

technology. A straightforward survey of empldyed technologists showed clearly

that respondents considered a baccalaureate-level training unnecessary and

i
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- coming years.

superfluous. On the basis of this survey, the Board rejected -the proposed
program. Proper dissemination of state studies such as this can lead to the
gradual accumulation of much-needed descriptive information.

The picture is more difficult at the analytic level. Such studies should

1

have an adequate~ba5e of information at the enumerative and descriptive levels
\ :

and a strong research orientation and capability among allied.health_pfofes~

sionals and educators. Until more efforts are made towatd reaching these  two

goals, expert opinion and best -"guesstimates'" will have to provide the neces-

sary policy guidance. :Again, the federal role will probakly be a vital one

in the development of essential resources for allied health research. The:

i

Nétional Commission on Allied Health Education recommended increasing fede}al
support and establishment of a coordinated system of regional centérs for re-
search and development in allied haalth.4l, Such centers could play a vitzl

role in building up research and informaticnal capabilities of zllied health
educators and lead to accumulation ‘of much needed information at descriptive

. and analytic levels.

“ In summary, close monitoring of the vital allied health segment of the

.

" nation's health work force. is essential -in order to plan and ensure optimal

utilization of resources., Effective planning requires adeqpatg\informationl‘
Without adequate funding and support for reéearch and data collect%pn, allied
héalih cannot meet its information needs. Without adéquate data, the pfopo—
nents of allied health.cannot make their case and bring about effecti&e and
just legislation. This is the.vicious circle that has énsnarléd allied health

during the last two‘decades; the problem must be addressed and resolved in the

P}
e
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POSTSCRIPT: MAKING DECISIONS WITHOUT IDEAL DATA

The deflCit of data about the allied health PrOfe551ons, as descrlbed by
Dr. Holmstrom in the preceding sections, is a reality especially at,f@e broad
national 1eve1. If measures were instituted immediately to establish a reli-
E?ble data base for all t many aspects of allied health manpower; several
years would be réquir to accumulate and analyze\suchuan inférmatioﬁ ba;e.-
It probably will never be COSt*éffective to gatHEr and analyze sufficient data
about some aépeéts of allied health practice. Meanwhile, howeyer,ndecisions "
must be made about educatiohalzprograms for the allied health professions/oc
pations. |
For't\he past several decades, the major decisiofs ab,oﬁt allied health
education programs have been concerned with whether to begin them or expand
them. The growth in all areas oflhiéhef educatioq}.tbgetherggith{thé-weli—
‘@"~ documented - shortages of{virtually a1l kinds'of'ﬁéalth nanpower, vere almost
~always sufficient\iustificatfbn_forﬂ wﬁof'égﬁéhded éllied health education
prograﬁs, Little attention was718iven to matters Of'distriBution, qtilization,
ox prOductiVAty and how these should be considered i planning allied health
. education programs. '
\lHOwever?'With the 1980s new issues are emerging. Duriﬁg’the last- two
decadeé, the federal and state efforts to increase the pumbers of health praé—
‘titi;ners have been SOfsuccessfhl that oversupplies in manpoﬁer aré-predicted.
for 1990, and later in bphySiCian_S and in several other tealth professions. .At

¢
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this.point, no one knows whether inereasing the number of physicians and den-
tists increases or decreases the denand for allied health practitioners. The
report of the Graduate Medical Edueation National Advisory Committee recommends
that there be a moratorium on the growth of training programs for physician
extenders (nurse practitioners and physician assistants) and otherjnon; hysi-
cian health care providers until this matter can be evaluated.

In addition, federal support for health professions education is dwindling
and state budgets for higher education are faced with double—digit inflation
that makes 1t hlghly unlikely that educational planners and pollcymakers can
look forward to unquestloned expansion, as was often the case im the past,

3\
Indeed, the pool of hlgh school graduates which'traditionally has been the
source for recruitment of allied health students is shrlnking, and many of the .
© existing training programs flnd that they are faced with dec11n1ng enrollments.“
It will be difficult for legislators and others who provide funds for tra1ning
programs to expand or even to cont1nue support for training programs 1n the
face of inflation, dec11n1ng enrollments, and poss1b1e surpluses of manpower.

Allied health education planners will need much better data for’ restruc-
turing and justifying training programs in the:future. A reliable. and compre;
hensive, national data base would be a tremendous asset. However, even without
such alnational data'base, there are several sources of data avaiiable to state
and local planners to use in.making polle de$}s1ons about the needs for vari- -

W

- ous kinds of allied health educatlon programs the appropr1ate numbers of stu-

dents, and the klnds of students and competenc1e$ they should develop

‘.4 ¥

‘The state and local health planning'agenc1es.are responsible for assem-

bling and analyzing data aBout health manpower. They are not supposed to de-
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velop new sources of such data, but they are expected to know about data al-
ready available, such as surﬁeys conducted by local hospital associations or
localy associations of nursin%,home operators or local professioeal societies.
Thesi data have some of the same limitations 1istedvby D?f Holmstrom in the
national data, but neverthelese, they douprevide information about many aspects
of the local needs, demands, and job markets. The local ﬁealth Systems Agencies
:and the State Health Planning and Development Agencies should also knew about
any plans for--expansions or changes in 1ocal4Healtthacilities“thaf“ﬁill”ihflﬁ; -
ence the amount or nature of the demand for allied heaith manpewer. The data
from the plans for those facilities are available‘to allied health educational
planners.'. |

Persona responsible for planning and'policy‘develqpﬁent for allied health

education programs should insist that there be some kind of'systematic assess-—.

ment of the need for anyfallied.health education program both before such a“
. : ‘

ﬁ ogram is,undertaken,and,periodiéally along the way to assure that the program
is being designed to meet the needs of the’ current and changlng JOb markets.
This is partlcularly desirable in the case of the allied health specialtles

t at'areybased on a rather narrow technology. New technologies or New patterns
of manpoﬁer;utilizatioe can, make workers obspolete in a short tiﬁe..eThe train-
ieg prograﬁ must Pe alert te such.changes in order to redesign the programs;td
meet the Ehanging needt |

Assessmehts of need can be carried out id several ways. One method is to

: survey the area 's Larger employers, such as hospltals, c11n1cs, c11nical 1ab—
oratories, health dEPartments, and rehabilitation facilities, to learn first- :

, , I
hand.about their:perceptions of the need .for both numbers and specific compe-

36
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tencies of workers. Another approach to needs assessment is to corvene a com-

[
munity forum of persons from some of these same agencies and representatives of
. |

the relevant professional groups, licensure boards, etc., to 5btain some of
. : ' ! L : j

this same information and to ekplore.some of the more subtl aspects of the Job
] - i

market——turnover, patterns of utilization, special needs for personnel, for

example, in rural areas or for odd thft hours. Such a forum may lead to spe-.

AN ) ; . AI

cial studies of some of these issyes. These local/studieS‘are especially desir-
_ 1 2 1

able because there are wide variations in the patterns of utilization of var7
: !

ious kinds of allied health workers within different localities "and regions.

i

!

' |

For example, rural areas are much more likely to need workers with many compe

tencies compared to urban areas ‘that generally use more highly specialized ;

technologists, although there are variations on this pattern in ‘some regions

of the‘nation.
There are special problems in assessing the need for those allied health
< / N I . ‘
specialists .h haye private or independen t practices or who are fre quenciy em-

ployed in private physicians' or dentists'coffices'or those who work in small

" community agencies, such as sheltered workshops  or senior citizen-centers. To

1

some extent; this peed can be assessed by examining the want ads in the area's"-

maJor newspapers ‘or by talking to the persons who manage local proprietary or

‘college placement services. It 1s also well to inquire of some sampling of

these independent practitioners and agencies about their perceptions ‘of the: -

'need. Frequently, these individuals and agencies have networks or contacts

which enable them to give some descriptive data about the ways in which allied

health practitioners are used in independent practices and agencles and’some-

tthing of the likely demand for allied health workers by this settor.
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Another source of data for existing training programs is the graduates of
the Programs. "Programs should systematically follow up their‘graduates to as-
}sure that they are obtaining employment ahd that the trainrng the& have reeeived
N is.appropriate for the work they are actually expected to earry'eut. However,.
the same survey that is used to.follow up grauuates to obtain thesé kinds of
data can also be used to get some assessment of the job mgiket for graduates
and a reporting Of‘séme of the obstacles and questions_which graduates have
encountered in seeking and holding employment.

Auother mechanism used hy some-ailied health education'programs is a Com—_'
munity Adviséry Cpmmittee of.professionals ang offreials from local health
ageucies who meet periodically& One of the major fuhctious of a‘Comhunity
Advisory Coumittee is to give the educational program ihformation about the
needs for the program——espec1a11y changlng needs that may not yet be reflected
in formal: surveys. -An Advisory Commlt ee is. also helpful in program operatrons
to review prograh activities,tte assi :\in developing field training opportu~
n1t1es, and to help the program locate jobs\for rts graduatesh

A111ed health educatlon plannlng in the 19808 will be more complex than
in the past. These flelds are unllkely te have the comprehen81ve, national’
data. abOut/supply, demand, and utllizatlon that would be des1rabie to make pre—
cise dec1s1ons, but there are still many state and loeal resources tor obtaln—
ihg data for policy plahning:and decision making. Educational planners wiii
need to be sensitive to local‘resources for data. It will require.-creati\vri-tiy_c
and expertise to iocate and deuelop these resources, hut“sueh qualities will
be_essential to7proper}y plau and justify allied healthAeducatienrtraining in

- the future.
B 45
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